Accidental Child Poisoning and Health Education. M. CALNAN (Medical Research Division, Health Education Council) A population of 23,457 children aged under 15 was studied for 107 weeks. This sample of 48,000 person years at risk produced 163 persons under 15 years who used the medical care services in the area following a poisoning or suspected poisoning.
Initial findings show that, contrary to expectations, boys were found to be not significantly more frequently involved in poisoning and suspected poisoning. Children from social class 1 families (professional) were more frequently involved in poisoning or suspected poisoning where the medical services were contacted.
The substances most frequently involved in the cases studied were household substances (57 cases (35%)), which included paraffin, turpentine, bleach, and weed killer; non-prescribed medicinal remedies (50 cases (31 %) ) predominantly junior aspirin (21 cases (13 %) ); prescribed medicines and drugs (48 cases (29%) ) which included valium, iron tablets, and antibiotics.
In the study 81 % of the prescribed drugs, medicines, and other household remedies had been used within 24 hours of the accident. Therefore the campaign to reduce unwanted medicines and drugs may be relevant to much less than half the problem of poisoning and suspected poisoning from medicines and drugs.
The study also shows that only 23% A social worker was attached to a group general practice on the understanding that patients with psychosocial problems could be referred to her directly by the practitioners. Each patient was then dealt with, either by recommendations to the practitioner, by referral to a local psychiatric or social agency, or by social casework, if necessary with psychiatric consultative backing by the research group. During a three-year period the social worker saw a total of 199 patients in the practice. Of these, the present evaluative study covers only the 106 who were confirmed to be chronic psychiatric cases (having had continuous symptoms and/or psychotropic drugs for at least one year); more especially, with the 92 patients (86-6%) who could be followed up and reassessed after a further 12 months. The control group comprised 115 chronic psychiatric patients drawn from eight other practices in the area: of these patients, 97 (84-3%) were followed up and reassessed. Psychiatric status and social adjustment were independently assessed, both initially and at follow-up, by means of standardized interview and rating techniques of known reliability. It was thus possible to measure and compare clinical and social change among both experimental and control groups over the relevant period.
Although individual matching was impracticable, the two groups proved to be closely similar in their distributions by age, sex, marital status, social class, and occupational status, as well as in their psychiatric and social profiles at the outset. Preliminary analysis of the data reveals a significantly greater clinical improvement, and also a greater improvement in social adjustment, among the experimental patients than among the controls. The findings cannot be accounted for by any differences in medical treatment between the two groups. The paper complements recent review papers 1,2 of cost-benefit analysis in the Health Service by describing a case-study in which a recent proposal for a national policy of specialization in elective herniorrhaphy is evaluated using available data, but with emphasis on method rather than results.
Iles 3,4 has demonstrated how the establishment in Toronto, Canada, of a hospital specializing in elective herniorrhaphy has yielded substantial clinical benefits. More recently 5.6 he has proposed the addition of elective hernia wings to existing general hospitals as an answer to the hernia waiting list in Great Britain, stressing the clinical superiority of this solution and making a plea for economic considerations, such as working time lost, to be taken into account.
The benefits from the Iles' proposal are divided into two parts: first, those flowing from the reduction in the average length of stay from nine to three days and from the elimination of the waiting list; second, those arising from specialization, principally the reduction in recurrence.
An alternative, less radical, proposal to reduce length of stay and eliminate the hernia waiting list without recourse to specialist units is considered. This is shown to yield virtually the same substantial benefits. The advantages of specialization are almost entirely offset by the delay necessary to plan and build the special units.
It is concluded that while there are large benefits from a policy of reducing length of stay and eliminating the waiting list, a choice between policies for achieving this turns upon the value of beds released by building special units and upon the cost of building and running such units. The economic and clinical benefits flowing from specialization are not critical.
Differences in expenditure by the health service in the regions of England have been identified, together with factors with which low and high spending are associated. There is substantial variation in the amounts spent by executive councils, local health authorities, and regional hospital boards in the regions, with a standard deviation of 13%, 15%, and 19% of the mean expenditure in the three sectors respectively. Analysis showed that high spending in one sector of the health service was associated with high spending by the other two sectors, and conversely.
High levels of expenditure were associated with high socio-economic status of regional populations. Negative correlations with community health expenditure were obtained for low socio-economic status and birth rate.
The same correlations were obtained for hospital revenue expenditure.
There are no regions of high spending which are not also high socio-economic status regions and it is concluded that the distribution of resources in the National Health Service has little relevance to need. It is suggested that a normative model for distribution of resources between regions is required. The local government formula for allocating the rate support grant is an example of a prescriptive model employed in the public sector. Resources are allocated to local authorities basically in accordance with population but with weightings for many factors, including the fraction of the population under 15 years and under 5 years and over 65 years of age, the density of population and whether the population is increasing or declining. These are just the sort of factors which the study showed had no effect on distribution of finance in the health service. Examination of local authority expenditure shows a small positive correlation between high expenditure and low socio-economic status of the population. Variation in expenditure between individual local authorities is also considerably less than in the NHS. A rational distribution of public funds is therefore possible but it is likely to be difficult to implement. In the hospital sector redistribution may have to be phased over a long period because of commitment to existing capital structures. In the community health services it should be possible over a much shorter period to redistribute resources in such a way that community health services compensate in some measure for the deficiencies in the hospital sector. 
